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The East Tennessee State University (ETSU) mission and institutional purpose note that the 
University pursues partnership with emphasis on community-based interdisciplinary education 
and with special emphasis on addressing the needs of Southern Appalachia in the area of rural 
health care. This clarity of mission and purpose provides a broad foundation for stewardship of 
place as well as a focused vision for how that stewardship should target improvements in the 
health status of underserved residents of Southern Appalachia. 
 
Phase 1-Program Development-The Kellogg Years 
The ETSU Community Partnership Program was jumpstarted with funding from a W.K. Kellogg 
Foundation grant. In 1991, ETSU competed as one of 102 institutions seeking support from the 
Kellogg Foundation and received one of only seven awards. ETSU received $9.3 million over 10 
years for transformation of and accountability to community. The Kellogg monies enabled the 
university division of health sciences to plan, implement and evaluate a Rural Primary Care 
Track (RCPT) that began in 1992. The result was a pedagogical model that focused educational 
opportunities in partnership with two rural Tennessee communities in Johnson and Hawkins 
counties, about an hour’s drive in opposite directions from the university. Three colleges within 
the health sciences – medicine, undergraduate nursing and public health, partnered with these 
communities to provide a 9-course community-based curriculum, in community settings, using 
community resources. Overseen by an Interdisciplinary Curriculum Committee (ICC), these 9 
courses targeted educational objectives that crossed program-specific curricula and included: 
communication, community-based participatory research (CBPR), end of life issues, community 
health assessment, Health Insurance Portability & Accountability Act (HIPAA), human subjects 
research principles, professional roles, team-based approaches to problem identification and 
problem solving, leadership, ethics, quality improvement, care for those with chronic conditions, 
health intervention based in community health theory, determinants of health, and project 
management. 
 
The community partnership goals were to: 1) increase the number of health professionals serving 
rural communities; 2) train health professionals to function in health care teams; and 3) equip 
health professionals with the skills needed to become effective agents (leaders) of community 
change. Curricular and pedagogical changes that supported these goals were implemented. 
Specifically, new educational strategies evolved that included: moving parts of the curriculum 
into communities, promoting interdisciplinary student cohorts and interdisciplinary faculty 
collaboration, experiential teaching and learning methods, and cultivating continuing community 
leader contacts to further develop experiences in academic community health systems. 
Partnership planning was facilitated by using the Give-Get Model (Behringer, 2008) to document 
the costs and benefits of the symbiotic relationship. An example of the results of the 
implementation of the Give-Get Model is seen in Figure 1.  
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Figure 1. Behringer Give Get Model 
 
 
   
The outcomes of the initial 10 years of the Rural Primary Care Track (RCPT) showed that 
graduates had significantly greater interest in rural primary care, care of the underserved and 
interdisciplinary group collaboration. Additionally RPCT graduates were more likely to practice 
in rural locations, participate in community-based programs and work as part of an 
interdisciplinary team. In effect, RPCT graduates are engaged in communities and a heightened 
sense of stewardship of place (Florence, Goodrow, Wachs, Grover, & Olive, 2007). 
 
Phase 2-Post-Kellogg Years 
With these desired outcomes occurring with a well-funded program, the university was 
challenged to continue the success without the grant funding. Following in the philosophy of the 
RPCT, the health sciences deans charged the Interdisciplinary Curriculum Committee (ICC) in 
2003 to: 1) introduce health professional students to new approaches, methods, and tools to 
improve the health of communities that they will serve; and 2) to expand the Track to a second 
ring, to a wider circle of students to meet the health sciences division’s goal of providing 
community-based experiences for 50% of students.   
 
The ICC adopted an educational model based in the CBPR model to provide the foundation for 
community-based interprofessional course work. The use of the term “interdisciplinary” (a focus 
on working alongside) was changed to a more appropriate term “interprofessional” (a focus on 
human interactions within groups, i.e. working with rather than alongside) (ETSU Office of 
Rural and Community Health, 2008). A dyad of interprofessional courses was developed with 
multiple community-based sections that pursued dual benefits of improved educational 
2
International Journal of Health Sciences Education, Vol. 3 [2016], Iss. 2, Art. 3
https://dc.etsu.edu/ijhse/vol3/iss2/3
opportunities while assisting in community-defined improvements. An approach based on the 
CBPR model allowed students to learn in community settings using an experiential learning 
pedagogy with community as laboratory central to the pedagogy.  Interprofessional cooperation 
and contributions were highlighted. Long-term relationships between communities and the 
university were supported by developing appreciation for each community’s culture, views, and 
values. 
 
In 2004, in response to an interprofessional curriculum retreat, two new courses were developed. 
A special task force was charged to find a mechanism to increase participation: more students, 
more faculty, more disciplines, more communities, and more health status and health system 
issues. The approach to the rural curriculum was based on the three-legged stool of 
teaching/learning, service and research (see Figure 2). Using the principles of CBPR to address 
community identified issues and opportunities, the classes were able to add to the knowledge of 
regional community health issues. Students were able to reflect on future professional value and 
sense of civic responsibility. Key objectives included application of the Care Model (Institute for 
Healthcare Improvement, 2003) and the health intervention model which support the premise 
that units of practice are congruent with the units of solution. The courses developed a strategy 
for teaching healthcare quality by adopting the standard quality improvement model (Behringer, 
2008) and its application to the management of chronic illness in clinical and community 
settings. Key course elements included interprofessional faculty and community health-centered 
planning teams, interprofessional groups of students and experiential learning via planning, 
implementing and evaluating rural community quality improvement projects. Seven principles of 
CBPR were promoted throughout the courses: recognize community as unit of identity, build on 
community issues, strengths and resources using a broad definition of health, facilitate 
collaborative long-term partnerships in all phases of research, integrate knowledge and actions of 
all partners, promote co-learning and empowerment process to address social inequalities, 
involve cyclical and iterative process, and share findings with all partners (Israel, Schulz, Parker, 
& Becker, 1998). 
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Figure 2. The ETSU Approach to Rural Curriculum 
 
 
 
Two semester-long, 3-credit interprofessional courses were developed: Rural Health Research 
and Practice and Rural Community Health Project. Rural Health Research and Practice occurred 
in the spring semester. Its objectives included introducing the students to the community, 
defining health issues, assessing and identifying important dimensions of health, collaborating 
with the community to define and design an intervention. The Rural Community Health Project 
occurred in the fall semester. Its objectives included partnering with a community organization to 
implement and assess the effectiveness of a project or define and study a research question in 
response to their work with community organizations. 
 
Course objectives evolved that were congruent with and among multiple professional 
competencies (see Table 1). Assessment methods were selected to promote experiential learning 
practice. Examples of these methods are found in Table 2. The interdisciplinary RPCT at ETSU 
was found to provide a testing ground for the unique combination of community-based learning 
and interprofessional health education. Resulting from this combination were:  modules-
developing skill sets, the community as laboratory, evidence-based inquiry, teaming, and the 
hidden curriculum. 
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Table 1. RPCT Course Competencies that Address Education Goals and Competencies 
from Multiple Health Professions 
Examine the use of research in the health sciences, critique published 
quantitative and qualitative research, and utilize research methodology and 
theory within the health sciences 
Successfully complete ETSU’s Human Subjects Research and HIPAA 
trainings.  
Compare and contrast specific theories and conceptual models relevant to 
health sciences 
Develop collaborative community partnerships. 
Assess community health assets and needs including collection and analysis of 
health status indicators using primary and secondary data sources. 
Analyze the social, cultural, political and economic structures of the rural 
community related to one’s own cultural beliefs.  
Develop a preliminary project plan, implement the proposed community 
project in response to outcomes from Rural Health Research and Practice 
course, and evaluate potential and specific outcomes of health projects  
Develop a formal written health project report and present health project 
results to a group of peers, faculty and community using appropriate 
technology 
Practice related skills in community settings 
o Communication including listening skills  
o Participate in interdisciplinary team building skills 
o Describe major functions and roles of various health professions 
 
Table 2. Examples of Assessment Methods Traditionally Used in Courses 
Side walk survey 
Windshield survey 
Group meetings with community boards 
Community luncheons and informal discussions 
Screening activities associated with clinical courses  
Health promotion/disease prevention  
Written or face-to-face surveys 
 
Using quality improvement process as the key to evaluate and promote improvement to these 
two courses, multiple metrics were identified and studied by the ICC. Metrics focused on 
meeting the defined course objectives and were based on qualitative formal and informal student, 
faculty and community evaluations which were reviewed and processed at monthly ICC 
meetings. These metrics included a review of faculty interaction with students, a focus on 
interprofessionalism/a balanced mix of professions in each group, renewed focus on teaching the 
concepts of CBPR, and additional emphasis on the nuances of students’ experiences in a 
“community as laboratory” learning environment. Additional metrics included student and 
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faculty research and scholarly productivity as well as impact of the courses on the university’s 
relationship with community. While the outputs of scholarly activity were easily quantifiable, 
measures of other metrics were based in qualitative analysis. 
 
Phase 3-Building on the Past, Creating the Future 
An interprofessional retreat was held in 2015 involving Academic Health Science Center deans 
and interprofessional faculty that helped summarize past experiences and project future 
objectives for the health professional colleges.  Barriers to the future success of community-
based interprofessional education (IPE) were identified and included:  coordinating schedules in 
multiple colleges, support of colleagues, seen as optional (i.e., not essential experience, easily cut 
when funding is an issue), addressing accrediting requirements in multiple professions, retaining 
trained and experienced faculty, fiscal constraints, and physical structures, developing new 
faculty, and supporting faculty who teach interprofessionally. 
 
Reviewed at the interprofessional retreat was a summary of the qualitative data of RCPT course 
evaluations data (Table 3) demonstrating successful teaming and interprofessional experiences as 
being valued by students and faculty. An emphasis on “getting things done” through 
interprofessional teaming in real world settings was a constant theme in evaluations.   
 
Table 3.  Evaluation Themes evolving from Qualitative Data 
1.  Students have a better understanding of the contribution/viewpoints 
provided by colleagues from other professions. 
2. Often differences of opinion are based in personalities and not based in 
professional discipline. 
3. Cultivating community relationships takes time. 
4. The courses are effective because of their interprofessional nature. 
5. Lack of time in the community impacts student perception of their 
impact. 
 
The retreat attendees also reviewed the research productivity of the pre and post Kellogg phases 
of the RCPT program. These interprofessional courses have provided a continuous stream of 
student and faculty research and scholarly productivity. Between 1993 and 2014 there have been 
110 publications by faculty, staff and students addressing different components of the RPCT 
program. These activities have focused on success of interprofessional community immersion 
experiences as exemplary education pedagogy for IPE as well as documentation of underserved 
community health assessments and specific community-based participatory research projects. 
 
The quality improvement process was also summarized and reviewed at the interprofessional 
retreat held in 2015. Community based interprofessional education was only one of many foci, 
the day long retreat provided presentations and discussions reviewing the past (Littleton, Silver, 
Grover, Ward, Byington, & Florence, 2014) and planning for the future. Deliberations focused 
on addressing barriers that IPE faces within ETSU. Barriers identified include: optional 
participation; lacking trained, experienced faculty; fiscal and physical structures; support from 
colleagues; developing faculty knowledge; addressing accreditation requirements; money; space; 
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time/class; schedules/academic calendar; acceptance of the IPE culture; and incentives for 
participation. The desire to continue to engage in community partnerships was expressed 
throughout the meeting. Focusing on broadening interprofessional opportunities for both students 
and faculty, outcomes of this retreat are summarized in Table 4. 
Table 4. Outcomes of the IPE Retreat January 2015 
Outcome 1 To develop consensus moving forward toward a Strategic 
Plan and to discuss what interprofessional education will 
look like at ETSU in the future (Creating the 2020 vision 
for Interprofessional Education at ETSU).   
Outcome 2 Common priorities to be addressed through 
interprofessional education were identified. 
Outcome 3 Defined resources needed to create a successful and 
competitive IPE program in the future. 
 
Discussion 
 
Interprofessional community immersion educational experiences provide numerous successful 
learning experiences for students and promote professional competencies which are shared by 
multiple health professions. These experiences also provide a source of scholarly enhancement 
for both health professional students as well as faculty. The experiences provide an iterative 
assessment of community health needs and provide successful CBPR and projects undertaken in 
partnership with community. Most importantly, the partnerships provide transformational 
elements for future health professionals to master the Core Competencies for Interprofessional 
Collaborative Practice: Values/Ethics for Interprofessional Practice, Roles/Responsibilities, 
Interprofessional Communication and Teams and Teamwork (Wagner, Austin, Davis, 
Hindmarsh, Schaefer, & Bonomi, 2001). 
 
Support from the university Academic Health Sciences Center, the individual colleges, faculty 
and staff as well as the community has been essential for the success of the dyad of courses. It is 
also clear that losing support from grant funding was a key factor in the reduction from a nine 
course community based experience to two courses diminished opportunities provided. Future 
direction for increased IPE has been set as an objective for the Division of Health Sciences, with 
a major commitment to aligning strategic plans for individual colleges and/or departments with 
those of the Academic Health Sciences Center to promote IPE at a greater level. As strategic 
plans help document the milestones of success, having clearly stated measurable outcomes will 
likely provide internal focus to bring IPE to more mainstream education. Having colleges 
develop IPE activities within required curriculum will help shift the economic burden of creating 
new resources to utilizing existing resources in transformational ways. 
 
Interprofessional education will better prepare a workforce which has the knowledge, skills and 
attitudes necessary to make the necessary changes in the health care system to improve health 
and to promote a culture of health. It is imperative that IPE experiences are built into core 
curriculum to prepare a collaborative workforce team. Without this transformational change, IPE 
will continue to be an experimental curricular model. 
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